of the horseshoe kidney, in the other, because of the inability to pass a ureteric catheter up the ureter of the unaffected kidney and because of the defective indigo-carmine excretion, under general anasthesia, the ureter and kidney were considered to be involved.
Pus alone, in " sterile " urine is, of course, almost as strong evidence of tuberculous inflammation as is the added presence of tubercle bacilli.
Nothing, in my experience, depresses the power of indigo-carmine excretion in the kidney more than does tuberculosis of the kidney; indeed, the smallest area of disease will cause profound delay, and the converse is, I believe, true, namely, that tuberculosis cannot be present if the indigo-carmine excretion is normal.
However, in the first case, in spite of pus in the urine of the healthy kidney, there was a satisfactory indigo-carmine test. On this test tuberculosis was excluded and the destroyed half of the horseshoe kidney-which had a much depressed renal function with tubercle bacilli and pus in its excreted urine-was removed.
To account for the pus on the healthy side, I can only say that the tuberculous process had extended over the bridge joining the kidney, so that a portion of the healthy kidney was involved by direct extension of the infection. Surgical interference was amply justified by the striking improvement in the patient, so familiar after removal of tuberculous kidney.
In the second case I had occasion to review the patient, because, after exhaustive investigations by ancther surgeon, the opinion had been arrived at that the condition was bilateral tuberculosis, and therefore no operative interference was suggested. There was no doubt that one kidney was tuberculous, pus and tubercle bacilli had been obtained in the ureteric catheter urine. At three attempts made under a general anaesthetic, it was found impossible to pass a ureteric catheter far enough to collect a specimen from the other kidney, the indigo-carmine excretion from whicl had been found to be impaired. I was able, under catidal-block anaesthesia, to obtain unimpaired indigo-carmine excretion from the left side, and so had sufficient data on which to remove the specimen [shown], which is the destroyed half of a horseshoe kidney. The infection did not extend beyond the bridge of kidney tissue.
With regard to renal tests under anEesthesia, general and spinal anaesthetics impair renal function, and tberefore the tests are misleading. Caudal-block antesthesia is of the greatest value in investigating tuberculosis of the genito-urinary system, as the kidney function remains unaffected.
Large Vesico-prostatic Calculus.-E. T. C. MILLIGAN, F.R.C.S.-The oval stone, 3 in. by 2 in., was grasped by the bladder, but not so firmly as by the prostate.
The patient, aged 72, had for many years had pain and difficulty in passing urine.
Rectal examination revealed an enlarged and very hard prostate, and bi-manual examination enabled me to assess the size of the stone. It was removed with great difficulty by suprapubic cystotomy. To my surprise, the wound healed by first intention; kidney function was, however, much impaired, and residual urine measured 6 oz. on one occasion. Cystoscopic examination showed a very large dilated posterior urethra, with some intravesical projection of the prostate gland.
Elephantiasis of the Penis and Scrotum due to Stricture of the Urethra and Fistulae.-E. T. C. MILLIGAN, F.R.C.S.-This patient was shown at a previous meeting of this Section, when there was much discussion as to the cause of the enormous penis and scrotum. Since then I have excised the stricture of the urethra-[specimen shown] -and some of the urinary fistulae. A portion also of the thickened scrotal tissues was removed. Now the urethra is joined up and the remaining fistulw, have healed. The specimen shows that not only are all coats of the urethra invaded with fibrous tissue, but also the corpus spongiosum at the site, wbich indicates that an incision made by internal urethrotomy could not cut through the depths of fibrous tissue to healthy tissue, and so such an operation would be doomed to failure.
Mr. JOCELYN SWAN: Was there mnuch difficulty in bringing the two ends of the urethra together after the removal of such a large portion of the urethra?
Mr. MILLIGAN (in reply): There was not much difficulty, because the corpus spongiosum with the urethra was dissected off the corpora cavernosa for a long distance before union was attempted, and the penis was very large and stretched owing to the elephantiasis. S., a married man (grocer's assistant), aged 63, attended the Out-patients' Department of St. Mark's Hospital, on February 28, 1929, complaining of painful, prolapsed, and cedematous bleeding piles. He did not complain of any urinary symptoms but said that he had been in the habit of rising once or twice at night to empty his bladder and that there had been a little difficulty during the last twelve months in initiating micturition.
Spontaneous
On examination, the haemorrhoids were found to be thrombosed and ulcerated, the rectum was empty and normal and the prostate small, soft, and regular in shape.
He was admitted as an urgency case. On the fourth night after admission he complained of difficulty in emptying his bladder, and catheterization was necessary, 18 oz. of urine being withdrawn. Two nights later it was necessary to catheterize him again. The urine appeared normal, giving no evidence of cystitis or any hwemorrhage. On the tenth day the bowels were not opened in the morning but at noon the patient left the ward and walked into the lavatories.
Whilst on the water. closet he passed a little urine and tried to open the bowels; he then suddenly felt faint but had no pain. He immediately walked back into the ward, a distance of five yards, and collapsed in the doorway, being caught by a patient who was just leaving the ward. He was immediately put to bed with hot-water bottles, and a hypodermic injection of strychnine was given.
On examination a few minutes later, he was found to be cold and cyanosed, with rapid, shallow respirations and a weak, rapid pulse. He was quite conscious and free from pain or anxiety, complaining only of shortness of breath and a feeling of faintness. The abdomen moved freely on respiration but appeared somewhat full in the flanks, though shifting dullness could not be elicited. On palpation it was perfectly soft and there was a little tenderness in the right hypochondrium and, on deep palpation, above the pelvic brim. The chest was examined, pulmonary embolism being suspected, but nothing abnormal was discovered.
Rectal examination revealed tenderness in the pouch of Douglas and, in view of the circumstances and the findings, it was decided to catheterize him. A catheter was passed without difficulty and a large quantity of clear urine withdrawn. After 18 oz. had been obtained, the urine was tinged with blood, which became progres §lvely more evident until pure blood dropped out of the catheter, which was then left in the bladder.
The abdomen was opened three hours after the onset of symptoms, and at that time the patient was still shocked, but now he had definite abdominal pain, without rigidity but with general tenderness, more pronounced in the right hypochondrium and in the right iliac fossa, the clinical picture being not unlike that of a perforated duodenal ulcer. A cystoscopy was first attempted, and it was found possible to wash out a large amount of blood-stained fluid, but as it was soon evident that it
